Aim Compared to externalizing problem behavior, European and American research has indicated the danger of developing internalizing symptoms, especially in migrant children and adolescents. However, further specific risk factors in relation to internalizing disorders, for example gender aspects, were often found. Subjects and methods The present study investigates a child and adolescent psychiatric health care population (N=6,269) from 2005 to 2011 in Germany. Around 50 % were diagnosed with internalizing disorders (N=3,706). Logistic regressions indicated whether migration background, such as ethnicities, or contextual factors could predict internalizing disorders. Results Ethnicity or migration background had only a minor influence on internalizing disorders, with the exception of those of Asian origin. Generally, the influence of other environments was much stronger than migrant's characteristics such as gender, living in a single-parent family setting, medium educational background of parents, average or above average intelligence level of children, psychopathological problems of family members, abnormal parenting practice or acute burden living conditions. Interactions between migration background and risk factors were only visible in abnormal parenting practice or abnormal environments.
Introduction
Mental health in childhood is generally influenced by different factors, e.g. problems in the family or school, socio-economic status, parenting, diseases of parents or genetic predispositions. If there are many unfavorable living conditions, however, an increasing risk of developing mental disorders exists even in infancy (Rutter et al. 2006; Schmidt et al. 2012) ; thus, migrant children and adolescents often have special challenges in host societies such as establishing an individual identity, dealing with language problems or living in deprived neighborhoods (Belhadj Kouider et al. 2013; Clauss and Nauck 2009) . A possible consequence may be a higher vulnerability of migrant children for developing emotional problems such as anxiety or depression (Jansen et al. 2010; Kuschel et al. 2008) . In this study, data from a health care population was analyzed to assess whether migration background or the interaction with environmental factors are associated with an increasing internalizing disorder prevalence in children and adolescents.
Understanding mental disorders
Mental disorders can be understood as deviations from the norm, e.g. in statistical, functional or ideal terms (Schmidt et al. 2012) . For a detailed description of mental disorders such as in the "Diagnostical and statistical manual of mental disorders" (DSM-5) and as in the "International classification of diseases" (ICD-10), specific symptoms, a clinical significance and specific exclusion criteria have to be fulfilled. Additionally, the onset and development of diseases have to be specified (American Psychiatric Association 2013; WHO 1994) . In particular, the American Psychiatric Association (2013) underscores that mental disorders have to be understood as syndromes with disturbances in different capacities such as emotion regulation, individual cognition or behavior, but not social conflicts or cultural stressors.
Definition and prevalence of internalizing disorders
However, based on the definition of Achenbach (1991) , mental disorders in childhood may be clustered into two symptom groups: aggressiveness or hyperactivity for externalizing disorders and depression or anxiety for internalizing problems. Goldberg et al. (2009) further state that major depressive episodes, called dysthymia, generalized anxiety disorder, social phobia, simple phobia, agoraphobia and panic disorder may be summarized as internalizing or emotional disorders. The DSM-5 describes anxiety disorders as behavioral disturbances which are related to excessive fear and anxiety; depression is defined as disturbed mood deregulations or symptoms such as loss of pleasure or loss of interest in activities (American Psychiatric Association 2013). Even though bipolar disorders are separated from depression in the DSM-5 (American Psychiatric Association 2013), children and adolescents with bipolar disorders may be added to the internalizing disorder group. Southammakosane et al. (2012) show that children with bipolar disorders demonstrate significantly higher values in the internalizing subscale score of the Child Behavior Checklist (CBCL; Achenbach 1991) . Furthermore, in confirmatory factor analyses, obsessivecompulsive disorders show high loadings on the anxiousmisery-factor (Cox et al. 2010) . In summary, all anxiety, obsessive-compulsive and affective (including bipolar symptoms) disorders may be defined as internalizing or emotional disorders.
Research in mental disorders epidemiology in childhood generally indicates a prevalence rate of about 20 % (Costello and Erkanli 2006; In-Albon 2012; Petermann 2005) . The estimation of the prevalence of internalizing disorders in childhood varies. A prospective longitudinal study with children aged 9 to 16 years revealed that about 15 % met diagnostic criteria for emotional disorders (Keren and Tyano 2006) . The prevalence of affective disorders is highly dependent on the age of the children. Keren and Tyano (2006) reported that less than 3 % of all children under the age of 13 have depressive symptoms while the prevalence in adolescents (aged between 13 and 18) rises to 6 %. Kessler et al. (2005) claim that anxiety disorders appear much earlier than affective disorders. Nevertheless, the prevalence rate in anxiety disorders amounts to 5-19 % of all children and adolescents; however, in children younger than 12 years, only a variation between 2 and 5 % exists (Costello et al. 2004) . Furthermore, an equal gender frequency was noted in childhood, whereas adolescent females have a higher prevalence of internalizing disorders than males (Merinkangas et al. 2010) .
Contextual factors associated with the risk to develop internalizing symptoms
Children's development is influenced by varying factors. Dobson and Dozois (2008) divided possible risk factors such as those of depression into different categories and set factors like gender, socioeconomic status or race. Particularly, beyond biological factors, psychological risk factors such as cognitive schemata, pessimism or problem-solving, amongst others, were defined (Essex et al. 2010) . Social risk factors are, for example, psychopathology of parents or lack of social support (Bayer et al. 2006) . Parenting plays an important role in the etiology of internalizing disorders (Bayer et al. 2006; Kendall 2008; Pahl et al. 2012) . Huberty (2012) further discusses cultural issues in the developmental psychopathology of internalizing disorders. Although cross-cultural analyses of selfreported fear were in general similar worldwide (Fornesca et al. 1994) , anxiety symptoms, for example, seem to have a higher prevalence in societies with strong value guidance in deference or inhibition, high social expectations or judgement such as in Asian countries (Ollendick et al. 1996) .
Migrant children and adolescents and mental disorders
Nevertheless, beyond the influence of reported risk factors in children's mental condition, European studies report that migration itself or a migration background may function as a risk factor. Migration may be defined in different ways. In general, migrants crossed cultural or social borders if they migrated (in first generation) to another country. Many countries define a migration status also including the second generation if the parents migrated. In Germany, the Federal Statistic Office (2013) has an advanced understanding of migration background, whereby they define all people who immigrated after 1949 to Germany as 'with migration background', regardless of the generation (first, second or third). The percentage of all migrants in Germany in 2011, with a rising trend, was about 19 % and about 34 % for children (Statistisches 2013); however, it should be noted that the percentage of migrant children and adolescents in Bremen amounts to about 44 % (Senatorin für Bildung, Wissenschaft und Gesundheit 2012). Compared with the total population, migrant children and adolescents are underrepresented in psychiatric care institutions (Belhadj Kouider et al. 2013) . In this context, Schepker and Toker (2009) described that fear of stigmatization and less confidence in German clinicians may cause this relation of low utilization in psychiatric care.
Even if migrant research is not always consistent in context to the mental health status of migrant children (Baier et al. 2010; Daglar et al. 2011; Essau et al. 1998 ), many results show that migration experiences may entail problems regarding emotion regulation or behavioral problems for children (Belhadj Kouider et al. 2015; 2014a; Daglar et al. 2011; Hölling et al. 2007; Jansen et al. 2010; Kuschel et al. 2008; Washbrook et al. 2012) . Furthermore, one large-scaled survey in Germany showed that every sixth migrant adolescent suffers from discriminatory experiences (Baier et al. 2010) . Social discrimination has been proven to constitute an experience which increases the prevalence of internalizing problems (Montgomery and Foldspang 2008) . When compared to externalizing problem behavior, a great systematic European (Belhadj Kouider et al. 2015) and American (Belhadj Kouider et al. 2014a ) literature research reveals a high risk of developing internalizing symptoms in migrant children and adolescents, whereby, in particular, acculturation may be defined as a challenge for these children as they have had to adapt to societies with norms which may differ from their origin culture (Berry 2006) . In this context, Smokowski and Bacalao (2006) showed that Latino migrant adolescents in the US were at risk for internalizing symptoms if they had a high involvement in the culture group of origin, if they had high parent-child conflicts and if they perceived discrimination; however, children and adolescents from a collectivistic origin also had a special risk of developing internalizing disorders (Belhadj Kouider et al. 2014a) .
These findings raise the issue of whether this higher prevalence in migrant children in Germany (Hölling et al. 2007) , especially with internalizing disorders (Belhadj Kouider et al. 2015) , is represented in child and adolescent psychiatric health care. The current study takes a closer look at the distribution of psychiatric diagnoses in several psychiatric health services in a major German city. The aim of this paper is to investigate if migration background, or ethnicity, influences the prevalence of internalizing disorders. Furthermore, environmental risk factors in internalizing disorders were filtered out. This study also examines whether an interaction between migration background and these risk factors exists. A higher prevalence of internalizing disorders is assumed for specific ethnics with e.g. collectivistic cultural orientation such as Asian or Russian. In particular, it is postulated that migrant children and adolescents are generally at risk for internalizing disorders, and that migration background tends to interact in this context with further aspects (e.g. social environments, parenting); thus, it is considered that migrant children living in different social environments are at a significantly higher risk of developing internalizing disorders.
Method Subjects
This study investigates a child and adolescent psychiatric health-care population in the province of Bremen, Germany. The attending institutions are all part of an association of clinics in Bremen (Klinikverbund Bremen) and the Public Health Department of Bremen, which includes child and adolescent psychiatry care. The cooperation of these institutions allows a relatively detailed overview of the city's child and adolescent psychiatric health care, but excludes the residents' therapists and psychiatrists (with their own practices). Motivation for seeking help was often initiated by schoolteachers, child welfare offices, pediatricians or even by the court, but it was mostly caused by distress of the children or by their environment. With regard to the type of treatment, different possibilities for children and their families exist in these clinical institutions. These include inpatient or outpatient treatments, behavioral or analytic, familial, group or individual therapy. The duration of treatment ranged from several weeks to several months. The diagnostic spectrum covered a wide range from psychoses, mental disorders caused by psychotropic substances or internalizing and externalizing disorders. Clinical procedures and analyses of standardized documentation of care were based on ethical standards of the European Federation of Psychologists' Association (EFPA), the German Association of Psychology (Deutsche Gesellschaft für Psychologie; DGP) and in agreement with the Ethic Committee of the University of Bremen and the Bremen Data Protection Supervisor. Even though psychiatric care differs worldwide (e.g. diagnostics in German psychiatry is generally based on ICD 10 instead of DSM-5; American Psychiatric Association 2013; WHO: ICD-10 1994), the present study has taken up the challenge of analyzing a German health care population by using international standards.
Instruments

Documentation of psychiatric care
The institutions involved developed a short questionnaire to evaluate each episode of care (Lorenz 2011) . The documentation of psychiatric care was based on German standards of basic documentation in clinical practice (Jäger et al. 2011) . In this context, standardized information about patients between 2005 and 2011 was pin pointed (Lorenz 2011) . Within diagnostic process, all information was collected in interviews with the patients, their parents or other important reference people such as teachers or social workers. All relevant patient information for this study was complete and all diagnosticians who filled out the records were trained in required conditions.
The following points present a section of the information collected.
1. Social demographic data: e.g. age, educational background (both patients and parents), ethnicity, gender 2. Clinical appearance (starting 6 months before up to the beginning of treatment): e.g. aggressive behavior, drug abuse, avoidance of school or work, contact problems, emotional problems, suicidal behavior 3. Diagnosis (multi-axial): e.g. clinical psychiatric diagnose based on ICD-10 (WHO 1994), intelligence level, physical problems, abnormal psychosocial circumstances (abnormal parenting, psychopathology in parents, acute burden living conditions) 4. Treatment: e.g. outpatient, inpatient, method of therapy (e.g. analytic, cognitive-behavioral, pharmacological, systemic familial), duration, number of contacts, results, recommended proceedings
Classifications of internalizing disorders
All mental disorders with classified internalizing symptoms (e.g. depressive, anxious) were categorized as internalizing disorders. All comorbid diagnoses were considered, and children were categorized in the internalizing disorder group if one diagnose included internalizing symptoms. Based on the coding system in ICD-10 (WHO 1994), all affective disorders (F 3-category), anxiety disorders (F 40 and F 41), obsessivecompulsive disorders (F 42), and emotional disorders beginning in childhood (F 92, F 93) are defined as internalizing disorders. All diagnoses are based on professional diagnostic procedures (of psychotherapists, psychologists, psychiatrists), e.g. interviews with parents, children and teachers, including standardized measurements such as CBCL (Achenbach 1991) or standardized intelligence or personality tests.
Classifications of migration background and ethnicity
Based on the German Federal Statistic Office's definition (Statistisches 2013), all non-German people who immigrated after 1949 may be described as with an immigrant background in first, second or third generation. Therefore, in the relevant documentation it was not possible to distinguish whether the migrants were first, second or third generation; however, ethnicity groups (Lorenz 2011) could be specified beyond the German origin into eight additional groups: (1) Turkish or Kurdish origin, (2) African origin, (3) Polish, (4) Russian, (5) Arabic/oriental, (6) Asian, (7) other Europeans or (8) further non-German origin (often unknown, e.g. North or South American countries). The 'Turkish or Kurdish' children may come from Turkey or neighboring territories such as Arabic countries, but with Turkish or Kurdish as their native language. The 'Arabic/oriental' background categorizes children of all countries in North Africa to Middle East Arabic countries, including Iran due to a similar cultural background. 'African' children are from the whole African continent, excluding the North Arabic countries (Maghreb). The 'Asian' group includes all non-Arabic, non-Persian and non-Turkish/Kurdish Asian countries (from Pakistan to China, India, Philippines or Japan), excluding former Soviet Union countries. All children and adolescents with former Soviet Union origins are part of the 'Russian' group, even if they were originally of German origin, but born in these countries (Aussiedler). 'Other Europeans' comprised the group of children of other European countries (excluding Poland and Turkey), for instance, children coming from Malta to Norway. All further unknown non-German ethnic groups are summarized in a separate category. Owing to high heterogeneity and incomplete knowledge, this children's group is excluded from present analyses. All non-German groups are defined in this context as migrant children.
Classifications of contextual factors
Based on the psychiatric care documentation (Jäger et al. 2011) , different environmental factors were detected. The socioeconomic status of children was included as a predictor in internalizing disorders. In this context, the educational background of parents defines children's social class. If one parent had an academic degree, the 'high' category has been selected, secondary education belonged to the 'middle' class, and a low-based school education of parents was categorized as the 'low' class. Furthermore, gender is included as a potential predictor in internalizing disorders. The family setting was considered as a possible influence factor in internalizing symptoms: living with 'both biological parents', with only 'one' of them or 'without biological parents'. Based on results of standardized tests (verbal or non-verbal), the intelligence level of children was categorized as 'below average' compared with peers (IQ<85), 'average' (IQ 85-115) and 'above average' (IQ >115). The documentation of contextual abnormal factors was based on the multi-axial coding system of mental disorders in children and adolescents (MAS; Remschmidt et al. 2006) ; these factors of the fifth axis were included in analyses and were defined as follows: Ethnic analyses Regarding the internal differentiation in migrant children and their relation to internalizing symptoms, a separate model for ethnic analyses was performed. Internalizing disorders were included as dependent variables and ethnic groups served as independent variables. All ethnicities were entered into this logistic regression. Bootstrapping was performed to evaluate the accuracy of estimates.
Filtering risk factors To identify environmental factors as risk factors, stepwise logistic regression models (backward) were used. Candidate variables that did not contribute significantly to the model were eliminated, but all risk factors which were under p<.10 (instead of p<.05) were included to avoid losing essential risk factors. All internalizing disorders were defined as dependent variable. The independent variables were gender, educational background, intelligence level, family setting (with one or without biological parents) and further contextual factors. The children's migration background was also incorporated into this model as an independent variable, but due to the numerous ethnic groups, only German (German origin) and migrant (non-German origin) children were distinguished.
Relational analyses All identified risk factors were entered into a further logistic regression model to show whether variance explanation increased if interaction between migration background and risk factors were added. Based on the aim of the study, the children's migration background served as an independent variable, regardless of the outcome of any prior stepwise models investigating migration background as a risk factor. All risk factors and their interaction with migration background served as independent variables; internalizing disorders were the dependent variable. To evaluate the accuracy of estimates in this model, bootstrapping was performed.
Results
Demographics
In the presented analyses all patients from 2005 to 2011 in child and adolescent psychiatric health care of the institutions described in the preceding were included. Unknown or very small ethnic groups of children were excluded in the present analyses. Thus, the total sample of patients was N = 6,269, with a total of n = 3,674 boys (58.4 %) and n = 2,622 (41.6 %) girls. The age span of children and adolescents ranged from 3 to 20 years-mean age m =12.91; standard deviation (SD) =3.59-but the majority were adolescents between 12 and 19 years (67 n =4,200). The majority of children and adolescents (81.3 %) had a parental education background of low or middle level. About half (46.5 %) of all children and adolescents lived with one biological parent, around a quarter (24.2 %) were of non-German ethnic origin. Most of them came from Turkey; furthermore, larger children's groups had their origin in Russia, Poland or other European countries. The comparisons of frequency distributions showed significant scores in parental education background, in family setting and in intelligence level (Table 1) .
Ethnic effects
The results of the internal differentiation into ethnic groups and their relation to internalizing disorders reveal that only in the Asian group were significant effects evident (Table 2) . Compared with German origin as a reference category, the increased risk in higher internalizing disorders in Asians had an odds ratio (OR) from 1.70. As reported in Table 2 , all other ethnic groups were not associated with a higher risk in internalizing disorders than children or adolescents with German origin. Bootstrapping confirmed these logistic model results because accuracy in estimates could be shown in variables; variance explanation was only 0.1 %.
Risk factors in internalizing disorders
Results of risk factor analyses are reported in Table 3 . Female gender is associated with a significantly increased risk of internalizing disorders (OR=1.7). It is noticeable that children who live in single-parent families (OR=1.2) had a higher risk of developing internalizing disorders than children living with both or without biological parents. An association was also evident between middle educational background of parents (OR=1.2) and higher prevalence in internalizing disorder. Having parents with low or high education was not particularly associated with internalizing disorders. Furthermore, compared with 'under averaged' as reference, 'average' (OR=1.9) and 'above average' (OR=1.4) intelligence level was associated with an increased internalizing disorder prevalence.
An increasing prevalence of internalizing disorders was also associated with children who live in families with psychopathological problems of family members (parents, brothers or sisters; OR=1.6) or who live in a situation dominated by abnormal parenting practice such as overprotection, inadequate parental authority or unreasonable demands of parents (OR=1.2). Children living in difficult environments (like isolated family, dangerous living conditions) were not significantly associated with higher prevalence in internalizing disorders. Conversely, acute burden living conditions were identified as a strong risk factor in internalizing disorders (OR=2.0); however, children and adolescents who had chronic interpersonal mental problems in school or work context (e.g. bullying) were not associated with a higher risk for internalizing disorders (b=-20; OR=.82). Additionally, a higher internalizing disorder risk (b = -.33; (Table 3) .
Internalizing disorders predicted by risk factors and their relation to migration background
All main effects were similar to the prior stepwise analyses; migration background was unrelated to internalizing disorders. Nevertheless, significant interaction of migration background and abnormal parenting practice such as overprotecting, inadequate parental authority or unreasonable demands of parents could be shown. However, considering the interaction in detail, it should be noted that the prevalence of internalizing disorders in non-migrant children depends more on parenting practice; thus, the internalizing disorders of children with German origin rise considerably if their parents show a negative parenting practice. Concerning the interaction between migration backgrounds and abnormal environments such as isolated family or danger of psychosocial conditions caused by social milieu (e.g. criminal neighborhood/peer group), a significant effect was identified (OR=1.4). If these interactions were considered in detail, children and adolescents with German origin had a higher risk of developing internalizing disorders if they lived in socially difficult environments. All other possible interactions of migration background and risk factors had no significant effect in the prediction of internalizing disorders. Variance explanation in these logistic regressions was 11 % (Table 4) .
Discussion Main results
As a main result of this study, it may be postulated that in this German health care population of children and adolescents, ethnicity or migration background had little influence in predicting internalizing disorders. Only Asian origin could be associated with higher prevalence in internalizing disorders. In contrast to migrant children, the children's group with German origin showed in relation to the prevalence rate of internalizing disorders a higher dependence on environmental factors including abnormal parenting practices or difficult social milieus. Generally, female gender was associated with an increased risk of developing internalizing disorders. Moreover, the validity in predicting internalizing disorders was much higher for environmental factors than for migrant aspects. Environmental factors such as family setting with only one parent, living in middle educational background of parents, averaged or above-averaged intelligence level of children, living in conditions with psychopathological problems of family members, abnormal parenting practice or acute burden living conditions could be filtered out as predictive risk factors for internalizing disorders in childhood.
Use of health care
It should be emphasized that the present results were measured in a health care population. This sample does not represent the prevalence rate of internalizing disorders in the entire German society. The children and adolescents examined were part of the subgroup utilizing the German psychiatric health care. Therefore, it is possible that the overall population of migrant (Essau et al. 1998) . Bevaart et al. (2014) could demonstrate that neither in perceived need of professional care nor in preventive health-care settings did parents or teachers refer to ethnic differences. In contrast, further health care analyses could show that migrants are underrepresented in psychiatric health services (Belhadj Kouider et al. 2015; Goodman et al. 2008) . In this study, the percentage of migrant children and adolescents was about 24 %, whereas in 2010 a percentage of about 44 % of all children already had a migration background in Bremen (Senatorin für Bildung, Wissenschaft und Gesundheit 2012) or about 34 % in Germany in general (Statistisches 2013) . With respect to the utilization of mental health services, several aspects could be identified as primary stressors: economic and discriminative aspects, acculturation issues due to language problems or enculturation of migrants (Saecchao et al. 2012) . Additionally, based on a high negative stigmatization of mental illness in many origin cultures of migrants, psychiatric help-seeking in migrant populations is often hindered in host countries (Kirmayer et al. 2007; Leong and Lau 2001) . It remains an open question as to whether this stigma influenced our study results; however, it should also be mentioned that measures in the Netherlands showed ethnic differences in feelings about symptoms (Veen et al. 2010) . The authors claim that migrant children possibly need different support than native children, e.g. educational training or support in the acculturation process. In further Dutch studies, ethnic differences in parent's perception of problems could be shown (Bevaart et al. 2012; Van de Looji-Jansen et al. 2011) . Their results demonstrated that perception of emotional and behavioral problems is also influenced by cultural norms and may differ according to children and their parents. These facts may also contribute to the actual results, which show that migrants are not highly represented in the present study. Nagelkerk's R 2 ; CI95 % confidence interval of odds ratio 
Cross-cultural issues
In this study, a correlation between migration background and the risk of developing internalizing problems could be established for Asian children only; however, the tendency in these ethnic groups should not be over-interpreted, because internalizing disorders were only marginally influenced by ethnicity. Nevertheless, these findings, showing the higher vulnerability of Asian children in internalizing disorders, confirm other study results (Belhadj Kouider et al. 2014a; Hao and Woo 2012; Kim et al. 2010; Juang and Cookston 2009) . Thus, it is recognized that this vulnerability in Asian children is significantly influenced by contextual factors as the cultural collectivistic orientation in parenting practice, low family obligation (Juang and Cookston 2009) , high discrepancies between children's and parents cultural orientation, low language competence of children or even low language competence of their mothers (Kim et al. 2010) ; therefore, the present study results may be surprising because there are significantly fewer Asian children living in Germany than in American countries, even though they showed a higher internalizing disorder prevalence in Germany. Still, further German interethnic analyses could show that Asian ethnics are also associated with a higher prevalence of dissociative or somatoform disorders (Belhadj Kouider et al. 2014b) . These findings raise the question whether the orientation in individualistic countries such as Germany or the US possibly presents a difficult challenge for Asian children and adolescents in general. Nevertheless, it has to be discussed that migrant children are potentially better protected by social resources than German children. This point has to be kept in mind regarding the low rate of migrant children and adolescent patients compared to the rate of migrants in the general population. Beyond the burden of migration, these changes of habitats may even result in stronger familial cohesion (Wu et al. 2014) . Family cohesion and high parental support in turn may decrease the risk of psychological difficulties (Fazel et al. 2012) ; furthermore, parent's high level of education in their origin countries may protect children's mental health in a host country (Sujoldzic et al. 2006) . Additionally, religious aspects may play a role in maintaining mental health. In Switzerland, it could be emphasized that, e.g. Muslim migrant adolescents showed lower alcohol consumption, less conflicts with parents or lower suicidal tendencies than their Christian counterparts (Hüsler and Werlen 2010) . It must also be considered that a certain migrant generation may impact the vulnerability of migrant children. Most migrant children in Germany are migrants of second generation (Statistisches 2013), but several European studies showed that there is an increasing risk of developing mental disorders in migrant children of the first generation (Belhadj Kouider et al. 2015; Hicks et al. 2009; Hüsler and Werlen 2010) .
Influential factors in internalizing disorders
Based on the present study results, it should be noticed that other factors influenced the internalizing symptoms in childhood much more strongly than migrant or ethnic aspects. Some of them are not surprising, such as female gender, which has often been associated with higher prevalence rates in internalizing symptoms in former studies (Kessler et al. 2005; Kendall 2008 ). Nevertheless, Van de Looji-Jansen et al. (2011) did not find gender differences in internalizing disorders in a multi-ethnic community sample of preadolescents. The current findings may indicate that boys with internalizing symptoms were possibly not sufficiently reached. Intelligence as a risk factor could be shown in present results, a further Swedish study underlined that intelligence has influence on all mental disorders, not only internalizing disorders (Gale et al. 2010) ; however, these authors showed a higher impact regarding low intelligence level, whereas the present findings had the opposite effect (middle or high level of intelligence as a risk) regarding internalizing disorders. Obviously, children with separated or divorced parents show a higher risk of developing internalizing disorders. These findings are surprising, because divorce and the relationship problems of parents are associated with the risk of developing externalizing problems for children (Nederhof et al. 2012 ). The present study results support statements that parents' divorce or low socioeconomic status may be a risk factor for increasing depressive symptoms in children (Huberty 2012; Vousoura et al. 2012) . Mental disorders in parents are associated with an increasing depression risk as well as with conduct behavior risk in children (Pilowsky et al. 2008) . Silberg et al. (2010) detected that children's depression is highly dependent on their familial environment, whereas conduct disorders are influenced by genetic factors. In contrast to these findings, our study results strongly indicate that internalizing disorders in childhood are significantly contingent on several factors: familial aspects like parenting practice or divorce of parents, personal aspects such as intelligence or gender, or environmental aspects including critical life events; though ethnicity has only a marginal weight.
Limitations and clinical implications
Given the health care background of the investigated population, no statement can be made about the actual prevalence of internalizing disorders in childhood. Based on this clinical sample, it was only possible to identify potential influential factors and demonstrate whether these factors are present in children with internalizing disorders seeking support in psychiatric institutions. Statistically, it is worth noting that only a small portion of the variance was explained. Many further aspects could not be examined, e.g. which specific migrant generation the children came from, or acculturation aspects; furthermore, possibly relevant aspects such as child/ parent relationship or individual life events were not surveyed for all children. Caspi et al. (2014) even demonstrated that it is difficult and often not sufficient to group mental disorders. Possibly, general risk factor research operating on a case-by-case base is more appropriate, especially in finding adequate interventions; furthermore, the study characteristic is limited by lack of knowledge in acculturation aspects or by generation of migrant children. For a better understanding of the development of mental disorders of migrant children, these aspects should be included in the psychiatric care documentation in the future. It also remains unclear which ethnic group was chosen if parents are from different ethnic groups. This aspect has to be defined more transparently in documentation. This study focused on the influence of social environments in the context of internalizing disorders. It should be kept in mind that also other disorders may increase the prevalence of internalizing disorders, or that comorbidities influence internalizing symptomatic. These relations between different disorders should also be analyzed in future studies.
Nevertheless, these results have a high practical impact on clinical work with children and adolescents. Currently, in Germany there is only little ethnic research in clinical utilization regarding children and adolescents. On the one hand, these study results assume that migrant children and adolescents are possibly not sufficiently supplied within the existing psychiatric health care in Bremen. The crosscultural orientation of professionals should therefore be strengthened and further migrant research in acculturation aspects or utilization aspects is needed. On the other hand, it is alarming to note how strong the influence of parental aspects on children's internalizing disorders was. Much more professionalism with regard to children's mental health should be developed in prevention programs (e.g. school context) if parents get separated or are distressed. Furthermore, acute burden living conditions could be identified as predictors for internalizing disorders and should be considered. There is a great need for all these environments to be acknowledged and not to be under-estimated because problems can easily be neglected, especially for children with inner-experienced issues. If they turn to psychiatric care institutions, multimodal therapy forms should strictly be used to help these children or adolescents adequately.
Summary
To conclude, it can be noted that there are currently almost no comparable clinical studies to the present paper focusing on ethnic research in children and adolescents in Germany. Many German studies analyzed only migrant children in general, even though the migrant groups have a high ethnic variation. Much more ethnic research exists in other Western countries such as the US, Canada, the Netherlands or the UK (Belhadj Kouider et al. 2015 , 2014a ; however, in the recent decade, Germany has become one of the countries with the highest immigration rate worldwide; therefore, the mental constitution of migrant children in Germany is of high interest globally. Especially findings in Europe showed that there is a high risk for migrant children to develop internalizing disorders, while the prevalent rate in externalizing disorders was comparable between native and migrant children (Belhadj Kouider et al. 2015) . For this reason, the present research has intended to show whether these migrant children with internalizing problems are sufficiently reached in German psychiatric care and, furthermore, which environments influence the psychopathology of internalizing disorders in childhood superficially.
Surprisingly, in this German health care population of children and adolescents, ethnicity or migration background was purely incidental for the prediction of internalizing disorders. These results raise the question as to whether migrant children with internalizing disorders arrive early enough in psychiatric care in Germany. In this context, another German psychiatric health-care study showed that e.g. Turkish or Arabic adolescents had a high prevalence rate in schizophrenia, whereas Russian or Polish adolescents had a high prevalence rate in mental disorders due to psychotropic substances (Belhadj Kouider et al. 2014b) . Possibly, migrant children or adolescents showed internalizing symptoms (before developing symptoms such as schizophrenia's), but did not obtain assistance early enough in psychiatric support.
However, beyond ethnic/migration reflections, the present results could underline the environmental influence in internalizing psychopathology in childhood as familial aspects (like parenting practice or divorce of parents), personal aspects (such as intelligence or gender), or environmental aspects including critical life events. In psychiatric work, all these results (cross-cultural/migrant and further environments) should strongly be kept in mind to minimize the risk of evolving internalizing symptomatic in childhood. Not only are these results relevant for diagnostics and interventions, but also for prevention of internalizing disorders.
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